FEDERAL S)'.ECURITY AGENCY MISSOURI DIVISION OF HEALTH 32::;81
N N " oo S I
’ﬁ‘t&“ﬁ‘ %ﬁ;’.l'if ‘i“'ésm‘“““ STANDARD CERTIFICATE OF DEATH State File No
AW g :
Registration District No... 2........5....__ Primary Registration Distrct No...ﬂz...é:g:g Registrer's No. ? ? ﬂ
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: 9 9?
{a) County GREENE. @ Sae KANSAS =~ County.‘M__‘_,'
{(§) Clty or town SPRINGFIELD . N v f
(If autsida city or tawn Limits, write “RURAL"™ and name of township) () Clty or town PARSOI\]S
(¢} Name of hospital or institution: D {If cutside city or Lown Limits, write "RUKAL") g
O'REILLY VA_HOSPITAL @& Street No..1924_GRAND =
{It not in hoapital oz institution, write strest number or location} (If rarsl, give location) -
(d) Length of stay: In hospital or imﬁtuﬁom-ﬁﬁﬂﬂ_ ..... —
.. {(Specity whether || () Citizen of forelgn country? No (Yea or No)
In this community 96 days
years, months or days) ) If yes, name country.
3. (@) PﬂlNT MEDICAL CERTIFICATION
FuLL Name.. HERBERT W. GI 20. DATE OF DEATH: Morth_ OChe 4oy 12
3. ) 1f veteran, 3. () Social Security No. 1948 G 77 Y2 _ P
name war. VNI T __IInkIl_Q‘Lm.___.._ year. >l _hour._.... L4 minute. M
21. Y hereby certify that I attended the deceased from
) 5, Color or 6. (aé/si.nzle. widowed, marred, || July 8 lD.gtn mt. 12 19@.:
4 sex _Male l:l e White Gvercea Single that Tast eaw b LT _gliveon__ 0CHe 12 1929 ;
6. (&) Name of husband o wifew.o——.. 6. (c) Age of husband or wifeif || 2nd that death occurred on the date and hour stated above. Duration
- dlive..= = years || Immediate cause of deanTURETCULOSIS, Eulmonary
7. Birth date of d d November 13 - 1913 Bilateral oS IVos .
(Moath) (Day) (Yoar) erciloesis . Jiver.
8. AGE: Years | Months | Days If less than onc day Bxx _Tuberculoais of Spleen,lcerative ...
erculs SO S
24 | 10 09 . . Tub osis. Enteritis
I Due to.
9. -Birthplace__ PARSONS, KAWSAS: . = - - - - _
{CiLy, l.mrn, or county) {Siata ¢ foreign coaniry) ) J 1
10. Usual occupation_.....~.._S.eﬁ-——emploved% e e - (-:Eht'rfo g within 3 months of death) \i}
11. Ind business PHYSICIAN
nduatry or . o . e, . Major findings: B \4\\\! .. ol —
g { 12. Name..0SCAT trer - L il 0 operstion.e. oz AC it T
= - he cause to
Y 15 pitmene PArSONs, Kansas / : |theca
=~ * (City, town, or county) (Stato or foreign country) of nutbpay;___Sém_e'_ﬁﬂ__.aho.m".,_._'..___.._.._..__._......_'._'_.'_ stio uﬁiml::
5 14. Mziden name Cora_Iawrence : ) . charged sta-
‘s{ Parsons Kansas / : cetieally:
15. Birthpl 1 - —
2t (City, town, o ’) yorey— mu,) 22. If death was due to external causes, fill in the following:
16. (a) Informant Veterans Adm, Records . . . || (6} Accident, suicide, or homicide {apecify)
@ Addres__ VAHoSpital, Spraingfield, Ho. (&) Date of oocurrence
17. @ __Removal ) Date ihereot_10=13-48 (c) Where didinjury occur? T
(Burial, eremation, or removal) . (Mootk) (Day) (¥ear) | (f) Did injury cecur in or about home, on farm, inindustrial place, in public mV
(c) Place: buna_I or cremation Parsons 2 Kansas F\
18. (5) Signature of funeral director-(3OTMAN#Scharpf. Fun.. Home 'whﬂe at work?. ______;__f'___"t:m ﬁm’of ,n],_u.y_,__' -
b Address____Springfield, Migsouri ... i :
() 2 Y’Vi %b . Slgnatm'e _Lm,fa.e
9. (0 _LO/G-YF y - Y ﬂ. o G'D
(Diato rocetved local rexistoas) (Reaisivar asismatad) ] 1 Address.{ prt g KrElD, Mon..c pgned .. )
(Licensed Espbalmeris Statement on Reversc Side)




STATEMENT BY LICENSED EMBALMER_ . .

_ Thereby certify thilghe body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
4

_-=%.~._9._ - y A ) i-stered Appx:entice No a)ﬂ\

worki.ng under my personal supervision.
Signed - é M

) _{ :__ " Licensed Embalmer N ,,..?fd i
P. Q. Address. .= f o , 27

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HAI\D RITIN

the above constitutes grounds for revoeation of license.)

» If this body is not embalmed, fact should be so stated above.

-
ailure to comply with

3 R



